time and its impact on generalisability isn't really explained. -P. 16 The implications of the findings could be stronger, beyond merely saying that this patient population fall between primary and secondary services. -There are likely more studies that could be noted about this issue of GPs and management of PD? Dubovsky AN, Kiefer MM. Borderline personality disorder in the primary care setting. Med Clin North Am. 2014; 98(5):1049-64.
REVIEWER
Colin Bradle University College Cork Ireland REVIEW RETURNED 09-Oct-2018 GENERAL COMMENTS This is an interesting paper which seems to capture fairly effectively GPs feelings about dealing with patients with personality disorders. It also clarifies, from a GP perspective, the limitations of IAPT as a service that might be expected (or extended) to help deal with these patients. The use of qualitative methods to explore these issues is appropriate, especially at this juncture, when there is so little research in this area. Although there appears to have been reasonable attention paid to good qualitative research practice some reference to some quality indicators of the research would be desirable. The statement that data saturation was reached is not backed up by clear indicators of how this was judged -data saturation is always a judgement call and it depends on the depth of analysis conducted. In this instance the analysis is somewhat superficial and not really theory driven (although it is still, arguably, fit for this limited purpose, nonetheless). There are some potential issues arising from the sample of GPs recruited especially as GPs from areas of major deprivation are definitely under-represented and although representation is not a key feature of qualitative sampling, maximum variation is and this may not have been achieved. The most significant deficiency, though, is in the discussion of findings which is particularly skimpy. Two major concepts that could usefully have been drawn on in the discussion are those of 'the hateful patient' (Groves 1978) and trauma informed care. Groves' description of the hateful patient was clearly linked by him and subsequent commentators to personality disorders. Sub-types have been described and approaches to treatment have also been suggested which GPs might find/ have found helpful. It also seems clear that many of the patients described by the GPs in this study had a common background of trauma and for these a trauma informed care approach would probably have something to offer therapeutically. Greater efforts to link the findings of this study to other studies that have investigated the challenges of dealing with personality disorders in primary care would strengthen this paper.
VERSION 1 -AUTHOR RESPONSE
Reviewer 1 This paper addresses an important topic with regard to GPs' management and support needs in relation to the care of people with a diagnosis of personality disorder. The growing area of low intensity CBT interventions and their evaluation is also notable. We would like to thank the reviewer for these positive comments. The focus stays very general on personality disorder rather than Borderline Personality Disorder which I suspect is the main diagnosis of relevance here? The authors don't really dialogue directly with much of the literature in this field or the issues that make this population's care so challenging for GPs. They jump quickly to talking about IAPT. The reviewer is correct, the focus of this paper is on personality disorder rather than Borderline Personality Disorder. To respond to the reviewer's second comments, we have inserted the following text on page 4, lines 8-18 to indicate why this population's care is so challenging for GPs. "The treatment of people with PD remains one of the most challenging areas in mental health, primarily because individuals with the disorder manifest their main problems when interacting with others, including health care practitioners. Indeed, research shows both clinicians and mental health workers find managing patients with PD difficult (12, 13). PD affects the practitioner-patient relationship, as misunderstandings and difficult exchanges between patients and healthcare practitioners are not uncommon, and consistency, clarity, and forward planning are all important in managing the relationship (14)). In fact, the term PD has often been used in a pejorative sense, as a diagnosis of exclusion. Consequently, attention to the condition has vacillated between attempts to dismiss it as a non-diagnosis, or to regard it as a specialist subject in psychiatry deemed outside the scope of mental illnesses GPs might be expected to identify and treat. (15)." The authors don't give much information about what IAPT is and the evidence for its effectiveness, especially for an international audience.
To provide more information about IAPT and the evidence for its effectiveness, we have added the following text to the Introduction (page 5, line 3-13) so that it now reads: "The main referral option for GPs for patients with PD and depression is referral to psychological services -via the Improving Access to Psychological Therapies (IAPT) programme. This programme was established in England in 2008 to improve patient access to psychological interventions, in particular to cognitive behavioural therapy (CBT). The programme was expanded in 2011 to include the treatment of individuals with depression and anxiety, and co-morbid PD (17), but this expansion was not accompanied by additional training for IAPT practitioners in how to manage this complex patient group. It was also not accompanied by evidence supporting the effectiveness or feasibility of treating people with PD in this setting. Two recent national reports indicate that only 46.6% of those entering IAPT services achieve recovery status at the end of treatment (18), and there is evidence that variance in recovery status is partly explained by the presence of personality pathology (19) ." There seem to be 2 parallel processes occurring with the aims of the study -PD in the GP setting, and then IAPT evaluation. I think there could be stronger integration of the 2. At times the aims seem unclear, especially in the abstract. The paper focuses on both GPs' views and experiences of managing patients with PD, and their views on the role of the IAPT programme as a support service. We have now made this clear by stating this as the aim of the paper in the abstract (page 2, lines 2-4) and background (page 5, lines 15-17). Both sections now read: "The aim of this study was to explore GPs' views and experiences of managing patients with PD, and their views on the role of the IAPT programme as a support service. The findings seem 'unexciting' especially in the abstract. The rationale could be stronger. To strengthen the findings as outlined in the abstract we have added the following text to the Abstract (page 2, lines 20-24) so that it now reads: "Findings suggest that overall, GPs did not consider NHS mental health services to offer an effective treatment for patients with PD. While they considered the IAPT programme to be a valuable service for patients with less complex mental health needs, such as depression and anxiety, they felt the current service provision struggled to meet the needs of patients with more complex mental health needs, as exemplified by people with PD." We hope that in responding to the reviewer's previous point regarding the need to make clear why this population's care is so challenging for GPs (page 4, lines 8-18), that we have strengthened the explanation of the rationale for the study. P.11 The heading 'GPs' Views on IAPT for patients with PD' looks like a broader heading; however, it is presented in the same font and format as the sections after it which are clearly sub-headings within it?
We apologise for this error. We have amended the heading (page 11, line 19) so that it makes clear this is a broader heading and that the themes which follow are sub-themes. You may want to check punctuation throughout -some spots where commas are used incorrectly eg. p.13 line 41 'felt that CBT, was….' See also p.15 line 18. We apologise for these errors. We have read through the document and removed the inappropriate commas, specifically the errors on page 13 and page 15 in accordance with the reviewer's observations. P.14 Discussion -what are some examples of the IAPT strategies? Otherwise, this is a bit of an empty statement. Also line 49 on this page doesn't seem to reflect the findings accurately ie. 'stressing the patient's simpler problems.' What you actually reported was about how GPs inflated the risks and needs of the person just to get a service for them, etc.
We have added the following text to the Discussion so that it now makes clear the IAPT strategies used to refuse patients with PD (page 15, line 23 -page 16, line 1):
"While the government has expanded the scope of IAPT services to include the treatment of individuals with depression and co-morbid PD (17), some IAPT providers refuse to treat this patient group on the grounds that they deem the patient's mental health to be too serious and/or complex for them to be able to safely and effectively treat them."
In our result section we reported that GPs may either "emphasise patients' more agreeable mental health conditions, such as depression or anxiety, to minimise the chances of the patient being accepted into treatment" (page 10, lines 14-17) or GPs may adopt a 'strategy of writing-up, or embellishing descriptions of patients' risk status in order to ensure the patient was seen by secondary care services" (page 10, lines 12-14). To make these two strategies clearer in our discussion, we have added the text so that it now reads (page 15, lines 1-8):
"According to the findings of our study, the net effect of this has been that GPs end up having to either encourage enthusiasm for a referral, by stressing the patient's simpler problems, or, when faced with a rejected referral for a patient needing treatment, writing-up, or embellishing descriptions of patients' risk status in order to ensure the patient is seen by secondary care services. Our findings also show that when patients with PD fall in the gap between these two services, GPs are faced with sourcing alternative treatment providers privately or in the 3rd sector."
More could be said about how saturation was determined? To make clear how we determined that saturation was reached in the data we have added the following text (page 6, lines 12-14) to the Methods section: "Data collection continued until saturation of key themes was reached, i,e, no new themes were identified in the later interviews." P.15 line 49 -The affluence of the sample is raised here for the first time and its impact on generalisability isn't really explained. We agree that this point needs to be discussed and therefore have added the following text (page 16, lines 3-8) in the Discussion: "GPs recruited to the study worked in practices based in the West of England. The majority of GPs interviewed were based in practices serving relatively affluent patient populations. This might limit the generalisability of our findings, although there were no clear differences between the accounts given by GPs based in these practices and those based in practices serving more deprived patient populations, suggesting our findings were robust." P.16 The implications of the findings could be stronger, beyond merely saying that this patient population fall between primary and secondary services. In the Discussion, under the sub-heading 'Conclusions and Implications', we have added the following text so that it now provides a fuller account of the implications of our findings. The text now reads (page, 17, lines 15-23):
"GPs consider patients with PD to have complex needs manifesting in challenging consultations that require careful management. GPs also report finding it difficult to monitor patients' mental health and risk of self-harm. Our findings also suggest that GPs do not consider IAPT services as able to effectively treat patients with depression and or/anxiety and co-morbid PD, and that more specifically designed treatments, delivered by skilled therapists are needed. Patients with PD have a propensity to fall between primary and secondary care services, and currently it seems no health service is able to 'hold' and provide long-term risk management for this patient group. As such, GPs are currently having to support the treatments needs of this patient group with limited guidance on how best to treat them." There are likely more studies that could be noted about this issue of GPs and management of PD? Dubovsky AN, Kiefer MM. Borderline personality disorder in the primary care setting. Med Clin North Am. 2014; 98(5):1049-64. We are grateful to the reviewer for the suggested reference and have included it in the revised version of our discussion. We have added the following text to the discussion (page 15, lines 1-22) now reads: "The findings from our study suggests that GPs find patients with PD challenging, akin to Groves' notion of the 'hateful patient' that he considers fill clinicians with dread (1978) (23). This finding is supported by previous research that shows both clinicians and mental health workers find managing patients with PD difficult (12, 14) . GPs in our study also reported patients with PD to be timeconsuming to manage. There is a paucity of research concerning the management of PD in primary care. However, findings by Dubovsky, Kiefer, (2014) (24) who explored the management of Borderline PD in primary care, suggest that the doctor-patient relationship can be greatly improved if the physician has a good understanding of the disorder and has good communication with all providers involved in the patient's care. Moreover, the evidence base for the effective treatment of PD is insufficient (15, 16). It is therefore unsurprising that GPs reported having little knowledge about PD or being able to effectively treat it. GPs also considered patients with PD to have complex health and social needs, manifesting in challenging consultations that required careful management. GPs also felt the needs of these patients were not being fully met either by themselves or by IAPT services. GPs were particularly frustrated by the propensity for patients with PD and poor mental health to fall in the gap between primary and secondary mental health services, leaving them with full responsibility for care and treatment of these patients. Indeed, GPs' accounts point to the absence of a mental health service that could 'hold' and provide long-term risk management for patients with PD. This perhaps reflects the current changing organisation of healthcare, which according to Bateman, Gunderson & Mulder (2015) (25) has resulted in the closure of inpatient services in secondary care and the delivery of ever shorter, more infrequent treatments being delivered in primary care."
Reviewer: 2 This is an interesting paper which seems to capture fairly effectively GPs feelings about dealing with patients with personality disorders. It also clarifies, from a GP perspective, the limitations of IAPT as a service that might be expected (or extended) to help deal with these patients. The use of qualitative methods to explore these issues is appropriate, especially at this juncture, when there is so little research in this area We would like to thank the reviewer for these positive comments.
Although there appears to have been reasonable attention paid to good qualitative research practice some reference to some quality indicators of the research would be desirable. The statement that data saturation was reached is not backed up by clear indicators of how this was judged -data saturation is always a judgement call and it depends on the depth of analysis conducted. In this instance the analysis is somewhat superficial and not really theory driven (although it is still, arguably, fit for this limited purpose, nonetheless (2006) (21)." There are some potential issues arising from the sample of GPs recruited especially as GPs from areas of major deprivation are definitely under-represented and although representation is not a key feature of qualitative sampling, maximum variation is, and this may not have been achieved. We have now noted this as a limitation and discussed its implications in the Discussion. The most significant deficiency, though, is in the discussion of findings which is particularly skimpy. Two major concepts that could usefully have been drawn on in the discussion are those of 'the hateful patient' (Groves 1978) and trauma informed care. Groves' description of the hateful patient was clearly linked by him and subsequent commentators to personality disorders. Sub-types have been described and approaches to treatment have also been suggested which GPs might find/ have found helpful. It also seems clear that many of the patients described by the GPs in this study had a common background of trauma and for these a trauma informed care approach would probably have something to offer therapeutically. Greater efforts to link the findings of this study to other studies that have investigated the challenges of dealing with personality disorders in primary care would strengthen this paper. We are grateful to the reviewer for these thoughts. We have included research by Groves (1978) in the revised version of our discussion. However, because we were unclear about the background of the patients the GPs were discussing, we did not feel confident that discussing research relating to 'trauma informed care' was appropriate within the context of this paper. We do however agree with both reviewer's comments that the discussion needed greater efforts to link the findings of this study to other studies in this area. Thus, we have added the text in the discussion, as detailed above in our response to the first reviewer's comments, so that it discusses our findings in relation to other research, which we have now referenced.
VERSION 2 -REVIEW

REVIEWER
Colin Bradley University College Cork Ireland
REVIEW RETURNED
20-Dec-2018
GENERAL COMMENTS
The issues flagged in the previous review have been met. While more detail could have been given on the depth of analysis that determined that no new themes were emerging, the standard comment that data saturation was deemed when no new themes emerged at least acknowledges that there are criteria for determining data saturation. Some effort has now been made to link findings from this study to other literature (e.g. that on difficult or 'hateful' patients) which is pertinent even if not apparently so from their titles. The article does now capture very effectively the challenges facing GPs in the diagnosis and management of personality disorder and the lack of support form secondary care and the inadequacies of IPAT as a response.
